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ABSTRACT
ROLE OF THE CONSULTANT DIETITIAN
by Kathryn Hutchinson Dexter
The purpose of this study was to determine: (a) the level of
disagreement/agreement (role consensus) between skilled nursing facility
administrators and consultant dietitians on the activities, responsi­
bilities, and guilities which compose the ideal role (role expectations)
of the consultant dietitian; (b) the extent to which administrators
and consultant dietitians perceive discrepancies/consistencies between
ideal (role expectations) and actual (reality) performance of the di-
and (c) the common deterrents, which consultant di­etitian at present;
etitians perceive as the basis for the dichotomy between ideal (role ex­
pectations) and actual (reality) role performance.
The one most significant inventory item for both disagreement
and discrepancy was "attends utilization review meetings". The deterrents
most frequently indicated were "time" and "administrative policies".
Both administrators and dietitians indicated low affirmative re­
sponse for the dietitian1s attendance at department head meetings, 
applied to both "expectations" and "reality".
This
Administrators generally indicated lower levels of consensus as
to functions appropriate to the role of the consultant dietitian, which
may be expected whenever one group evaluates another’s role. However,
administrator’s affirmative responses to the role inventory items would
indicate their acceptance of the consultant dietitian as a full and equal
member of the health care team.
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Since the late 1960’s there has been a rapid growth in the num­
ber of dietitians functioning in the role of a consultant to skilled
nursing facilities. This is due largely to (a) the enactment of federal
legislation (1) relative to health insurance for the aged, including
Medi-care, and (b) an increase in the number and size of skilled nursing
and related facilities (2). Currently there are over 1000 consultant
dietitians as members of the American Dietetic Association. The report
of the Study Commission on Dietetics, published in 1972, indicated that
16.5 per cent of registered dietitians are consultants and that consul­
tation will continue to be a rapidly growing role in dietetics (3).
Authors such as Robinson (2), Montag (4), Reel (5), Emerson (6),
and Williams (7), are among those who have outlined the ideal role of
the consultant dietitian.
Harmonious relationships between administrators and dietitians
are more likely if each agrees on the expected role of the consultant
on the patient care team. It is important for a poinc of agreement to be
reached to expedite working relationships and consultation effectiveness.
The author hopes that the findings of this research will stimulate
the educators responsible for the professional development of dietitians
to educate for the role of consultant and aid the administrator in the
use of this resource professional.
PURPOSE OF THE STUDY
(a) the level ofThe purpose of this study was to determine:
disagreement/agreement (role consensus) between skilled nursing facility
administrators and consultant dietitians on the activities, responsi-
2
bilities, and qualities, which compose the ideal role (role expectations)
of the consultant dietitian; (b) the extent to which administrators and
consultant dietitians perceive discrepancies/consistencies between ideal
(role expectations) and actual (reality) performance of the dietitian
and (c) the common deterrents, which consultant dietitiansat present;
perceive as the basis for the dichotomy between ideal (role expectations)
and actual (reality) role performance (8).
LITERATURE REVIEW
Schiller (8), Lumsden (9), and Johnson (10) have reported studies
on changing dietetic practice as viewed by such groups as: physicians.
dietetic technicians, allied professionals and patients. Published data
was not found regarding the professional services provided by the con­
sultant dietitian as viewed by the skilled nursing facility administra-
This type of data is needed if dietitians are to be educated totor.
meet performance requirements based on the needs of the facilities.
The Dictionary of Occupational Titles (11) defines the dietitian
as one who '’administers, plans and directs”, but describes the consultant
dietitian as one who "advises and assists". The consultant dietitian
serves as a resource person to the operating agency or facility to help
the staff plan and deliver quality and more efficient nutrition care (12).
A major aspect of the role of the consultant is teaching (6).
The definition, "advises and assists", implies the right of the
food service supervisor to accept or reject recommendations. The ability
to establish an atmosphere of motivation is essential to effective con­
sultation (5). The dietary consultant must serve as a liaison between
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the administration, the nursing and medical staff, the patient, and the 
food service supervisor for the purpose of achieving good food service
(7).
In defining consultation the California Dietetics Association has
stated the following (13):
a) The purpose of consultation is to help the consultee work through
a problem that is of concern to him.
b) Consultation is a discontinuous process which may or may not be
present in the work relationship of two or more people.
c) Consultation is offered.
d) Consultation is an educational process.
e) Consultation is a twTo-way process; both persons give and receive.
both learn.
f) The essential characteristic of consultation is permissiveness.
g) The consultee has the power to initiate, refuse, interrupt, or
terminate the process.
b) The consultee is free to reject the advice, opinion, information,
or service offered by the consultant.
i) The consultant can withhold consultation.
j) To be effective, the consultant must possess technical knowledge
and skills that are valued by the consultee.
k) The consultant must establish rapport with the consultee. To do
this, he must have insight into his own feelings about giving
consultation and about the consultee, and be sensitive to how the
consultee feels.
1) To utilize consultation, it is necessary that the consultee pos-
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sess some degree of technical or professional competence. His
competence may be equal, even superior, to that of the consultant.
I m) All people at some time, and some people most of the time, areincapable of inviting and accepting consultation.n) It takes a certain degree of self-confidence to give and receive
consultation.I o) Consultation is work-oriented, adapted to the needs of the con-sultee.
Skilled nursing facilities are required to employ the services of
I a qualified consultant dietitian, or other person with suitable trainingif the facility is to be- licensed and receive payment from the federal
insurance for the aged, through Medicare (1). This enactment establishes
I the requirement for a consultant dietitian. The remaining concern isthat the professional expertise of the consultant dietitian be utilizedto the best advantage.
The food service supervisor in the facility should be instructed
by the administrator to take cognizance of the consultant’s recommenda-
If the dietitian’s advice is constantly ignored, the advantagestions.
of specialized knowledge will be lost (4). Without the support of the
I skilled nursing facility administrator, the work of the consultant dieti­tian is not likely to be effective.
Restriction of the dietitian’s consultation time below the rec­
ommended four hours per week (2, 13) may indicate failure of the admin­
istrator to recognize the value of the professional dietitian. This is
particularly true if the consultant was employed solely to qualify the
institution for government reimbursement (5).
5
The following list of duties and responsibilities has been pro­
posed as appropriate for the consultant dietitian:
a) Participating in conferences for department heads (13, 14).
b) Establishing and maintaining effective intra- and inter- depart­
mental communication patterns (13, 14).
c) Planning regular and modified menus according to established
patterns (12, 13, 14).
d) Assisting with the maintenance of records for planning and con­
trol of the department (14).
e) Assisting the developing and keeping up-to-date job descriptions
and specifications for all positions (14, 15),
f) Contributing to over-all departmental planning and coordination
of services with other departments (14).
g) Recording on patients’ chart, when indicated; appropriate infor­
mation including patient dietary histories, food consumed in the
facility, progress notes on patients' education (14, 13).
h) Formulating, directing, and participating in development of in-
service education and teaching of dietary personnel (4, 12, 13,
14).
i) Upholding ethical responsibility-particularly important for a
consultant employed by more than one facility (5, 13).
j) Consulting with the physician concerning his dietary prescrip­
tions (13, 14, 15).
k) Being familiar with state, county, city and Medicare licensing
standards (2, 13).
1) Providing at least 4 hours of service in the facility each week.
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If this is unrealistic 8 hours a month would be minimal (2, 13).
m) Observing, evaluating, advising and instructing by the consultant.
n) Participating in meetings of the utilization review (13).
o) Establishing procedures by which the consultant can be reached
between visits and in emergencies (13).
P) Keeping abreast of the profession through workshops, academic
courses, institutes, and conferences (13).
q) Counseling patients about prescribed diets (13).
r) Providing a written report of procedures, observations and rec­
ommendations at the completion of each visit (5).
s) Conferring with architects and equipment personnel in planning for
building or remodeling food service units (4).
The consultant dietitian may appropriately provide some "direct"
services such as the writing of policies and procedures but always with
the participation of the personnel responsible for the daily management
of the food service. The dietitian and the adm5.nistrator must agree on
services to be provided (2).
The dietitian who chooses to practice as a consultant has a re­
sponsibility to establish a reputation for conscientious and effective
consultation (5). Without this reputation, building rapport with admin­
istration, food service supervisors, and fellow professionals will be
difficult.
METHODOLOGY
Instrument for Data Gathering and Population Sample
The instrument for data gathering was a questionnaire, consisting
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of a thirty-three-item role-conception inventory, as shown in Exhibits B
Twenty nine of these inventory items describedand C of the appendix.
functions of the consultant dietitian directly related to: a) patient
care, b) dietitian involvement, and c) services. The remaining four
items were classified as miscellaneous.
Questionnaires were mailed to all dietitians listed with the
American Dietetic Association as consultants for the states of California
Systematic random sampling was used to obtain the list ofand New York.
skilled nursing facility administrators from California and New York.
The total sample included 140 dietitians and 230 administrators. No
attempt was made to pair dietitians with the facility or facilities by
It was anticipated that a smaller percentage ofwhom they were employed.
administrators would respond, thus a larger sample group was selected.
Questionnaires were returned from 83 (58%) dietitians and 128 (53%) ad-
Of the 211 total respondentsministrators, nearly equal in percentage.
165 indicated a desire to receive a summary of the findings.
The two questions which were asked in relation to each item on
a) "Do you feel that the consultant dietitianthe questionnaire were:
and b) Is this function being per-should function in these activities?
formed in your situation?" To each of these questions the respondent
could answer "yes" or "no". The dietitians were given six possible de­
terrents to the performance of each function and asked to check one or
more where appropriate.
Methods of Measurement
Role consensus may be considered as a shared perspective or a-
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greement between administrators and dietitians about the consultant di­
etitian’s role. Data was punched on cards and analyzed using computer 
The levels of disagreement/agreement (role consensus) betweenprograms.
skilled nursing facility administrators and consultant dietitians on ac­
tivities, responsibilities, and qualities which compose the role of the
consultant dietitian, were determined by the use of a chi square test
done individually on each inventory item. The p values were obtained
from the chi squares and levels of disagreement/agreement established.
The extent to which administrators and consultant dietitians perceived
discrepancies/consistencies between ideal (role expectations) and actual 
(reality) performance of the dietitian at present was measured by calcu­
lating the per cent of discrepancies between answers to the two questions;
a) "Do you feel the consultant dietitian should function in these activ-
itives? and b) Is this function being performed in your situation?". The
common deterrents which consultant dietitians perceive as the basis for
the dichotomy between ideal and actual role performance was tabulated by
individual itemization.
FINDINGS
Level of Disagreement/Agreement Between Administrators and Dietitians on 
Ideal Role (Role Expectations) of the Consultant Dietitian
Disagreement
Disagreement was defined as p value less than .05 and this level
'a) hasof p value was found for the following five inventory items:
direct contact with physician, b) evaluates and advises food service sup­
ervisor on patient care, c) attends utilization review meetings, d) builds
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interdepartmental rapport, and e) review job descriptions" as shown in
Table I.
Table II shows inventory items "a) has direct contact with the
physician and b) evaluates food service supervisor on patient care", to
be of disagreement in California. The remaining three items of disagree­
ment, "a) attends utilization review meetings, b) builds interdepartmental
rapport and c) review job descriptions", were indicated from both Cal­
ifornia and New York as shorn on Tables II and III. These items of dis­
agreement between administrators and dietitians on role concepts could
result in group disharmony and job dissatisfaction for dietitians (8).
There were four inventory items in which the two groups showed
disagreement in "reality", all of which were reported by respondents from
the state of New York. Table III shows these to be the following:
"a) attends utilization review meetings, b) builds interdepartmental rap­
port, c) functions as an inspector figure and c) provides menus for normal
and therapeutic diets". This may indicate a lack of communication as to
what functions are actually being performed in the facility.
Agreement
It should be remembered that a high level of agreement does not
always indicate an affirmative response but may represent a mutual neg­
ative response. Data from both groups may indicate agreement that any
given inventory item should not be a function of the consultant dietitian.
Data from New York state indicates agreement more often in the
areas of patient care and dietitian involvement. In contrast, California
data indicates more frequent agreement in the areas of services and
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than 2% variance
DISAGREEMENT/AGREEMENT BETWEEN CALIFORNIA ADMINISTRATORS AND DIETITIANS FOR ROLE EXPECTATION AND REALITYTABLE II
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dietitian involvement.
With regard to the inventory item "reports to nursing rather than
to administrator", it should be noted that there were four dietitians and
thirteen administrators who were not willing to circle the "yes" or "no"
column. Instead these respondents wrote-in that the dietitian should re­
port to both administration and nursing. More accurate respondent feel­
ing would have been discerned if the questionnaire had included two in­
ventory items as "a) Reports to nursing and b) Reports to administration".
Discrepancy/Consistency Between Ideal (Role Expectation) and Actual (Re­
ality) Performance
Discrepancies
Administrators and dietitians shared consensus on four of the
inventory items that should be a function of the consultant dietitian but
were not, in "reality", being done. These were: "a) has direct contact
with the physician, b) attends department head meetings, c) attends u-
tilization review meetings, and d) confers with architects for building
or remodeling", as shown in Table IV. In these four areas data from both
groups showed agreement that there existed a high level of discrepancy
between role expectation and reality at present.
The dietitians indicated two additional areas of discrepancy.
specifically: "a) makes recommendations on work schedules, and reviews
job descriptions". Data from dietitians’ responses indicated two inven­
tory items that they felt should not be done but were being done, namely:
"a) functions as an inspector figure, and b) is directly responsible for
kitchen activities".
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Discrepancies may represent dissatisfaction on the part of the
administrator in that appropriate functions were not being performed and
represent frustration on the part of the dietitian who was deterred from
performing the functions considered by the dietitian to be appropriate.
Administrators from New York state indicated only four areas of
discrepancies as compared to twelve areas indicated by the administrators
from the state of California. The data from Tables II and III indicated
that New York administrators assessed dietitians as functioning at a
higher level than did California administrators.
Consistencies
Table IV shows that administrators indicated greater consistency
between role expectations and reality than did dietitians.
Administrators and dietitians shared one hundred per cent con­
sensus for consistency for the inventory item, "exercises professional
ethics".
Data from responses of administrators showed one hundred per cent
consistency for one additional inventory item, namely: "keeps up-to-date
in the practice of dietetics", while dietitians showed one hundred per
cent consistency for two inventory items. These were: "a) has direct
contact with patients, and b) enters findings in medical chart".
Data not shown in Table IV x<?ere less than ten per cent discrep™
Complete numerical breakdown is shown in Exhibit A of the appendix.ancy.
TABLE IV DISCREPANCY/CONSISTENCY BETWEEN ROLE EXPECTATION AND REALITY
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Figures represent per cent of respondents indicating discrepancies.
Figures not shown were less than 10% discrepancy.
Figures unless otherwise indicated, represent functions that respondents indicated should 
be done but are not done.





Deterrents as Perceived by Dietitians as the Basis for the Dichotomy
Between Ideal (Role Expectations) and Actual (Reality) Performance
Dietitians were asked to indicate one or more deterrents to any
given inventory item where appropriate. Actual numbers of deterrents
and degree of discrepancy, as shown on Table V, were not proportionate
because multiple responses were allowed. Items of less than twenty per
cent discrepancy were omitted. Complete numerical breakdown is shown in
Exhibit A of the appendix.
There was some confusion, due to wording of the question pre­
sented to respondents, on the inventory item "confers with architects for
building and remodeling of food service units". In situations where no
building or remodeling had been done in a facility, "not appropriate" was
indicated simply for lack of occasion and not necessarily to indicate the
inventory item as inappropriate to the consultant’s role.
It is readily apparent that "time" is the primary deterrent as
However, the deterrent "administrative policies"seen by the dietitian.
New York’s response waswas also cited more frequently than the others.
considerably higher than California in this deterrent.
The data indicated that the inventory items most often deterred
'a) has direct contact with physician, b) attendswere the following:
department head meetings, c) attends utilization review meetings, and
d) recommends work schedules". Since the dietitian cannot function in
these activities unless there is agreement with the administrator, the
dietitian who desires these responsibilities will undoubtedly be frus­
trated in role aspirations.
A high level of responses for "function not appropriate" was an-
These were: "a) re-ticipated and was found for three inventory items.
TABLE V DETERRENTS AS SEEN BY DIETITIANS
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Has direct contact with 
Physician 1(1/0)1(1/0)2(1/1)27(15/12)35.6%
Dietitian Involvement 
Attends dept, head meet. 1(0/1)11(1/10)4(0/4)1(1/0)12(5/7)27(16/11)58.7%
1(1/0) 5(2/3)2(0/2)17(5/12)21(10/11)54.4$Attends utilization review
21(9/12)11(2/9)55.1%Reports to nursing





1(1/0)18(2/16)26(10/16)1(1/0)16(5/11)84.6%Directly resp. for kitchen
Figures in parentheses = (Califomia/New York) 
Deterrents are not per cent but are actual count.- d-*
"J
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ports to nursing rather than to administration, b) functions as an in­
spector figure, and c) directly responsible for kitchen activities".
These activities have been indicated by Robinson (2), Montag (4), and
Reel (5) as inappropriate to the consultant’s role.
The proportion of deterrents for the two dietitian groups were
similar. Dietitians from the state of New York indicated 5.54 deterrents
per dietitian and dietitians from the state of California indicated 5.37
deterrents per dietitian. It should be remembered that some of these
deterrents resulted from inventory items considered inappropriate to the
role of the consultant dietitian.
Additional Inventory Items
The final four item category on the questionnaire was designated
as miscellaneous and did not conform to the format and statistical tests
of the preceeding inventory items. These four inventory items will be
discussed individually.
There was strong agreement by both respondent groups that the
recommendations of the dietitian were usually implemented. The data
showed that there was also a high level of agreement in the administrator
group as a whole that the salary paid the dietitian was proportionate
with professional consultation services received.
Respondents were asked to indicate the minimum time to be spent
They were to select one ofby the consultant dietitian in the facility.
2hr./mo.; 4hr./mo.; 6hr./mo.; 8hr./mo.; more than 8 hr./the following:
The largest per cent agreed on "more than 8hr./mo." with the excep-mo.
tion of California dietitians, the largest percentage of whom indicated
19
"8hr./mo."
The question was asked, ’’With the incoming requirements for a
trained food service supervisor, do you see the responsibilities of the
dietitian as: a) increasing or b) decreasing?" The two total respondent
groups both indicated a majority favoring "increase". There were also
Eighteen respondents, 1 administrator and 17write-ins on this item.
dietitiansi wrote-in "change in type of responsibilities". Another eleven
respondents, 7 administrators and 3 dietitians, wrote-in "same" amount of
responsibility. It should be noted for further research that respondents
were not satisfied with only the two options of "increase" and "decrease"
and should have been given additional alternative responses.
DISCUSSION
Schiller (8), in studying role consensus of dietitians and
physicians, found physicians to accept the dietitian as a "full and equal
member" of the health care team. In the present study skilled nursing
facility administrators’ affirmative responses to the role inventory items
would indicate their acceptance of the consultant dietitian in a similar
role with few exceptions.
As shown in Table VI, five inventory items were found to have
statistically significant disagreement, p <_ .05, and in four of these,
both groups indicated moderate to high consensus, at least 80% affirm-
The remaining inventory item, "attends utilization re-ative response.
view meetings", was of primary interest. Only 46% of administrators
indicated that the consultant dietitian should attend utilization re­
view meetings and an even smaller percentage of 26% indicated that the
20
TABLE VI SUMMARY OF DATA
Symbols Inventory Item
X*# Has direct contact with physician
Has direct contact with patients
Enters findings in medical chart
Evaluates food service
Attends department head meetings
Attends utilization review meetings
Builds interdepartment rapport
Exercises professional ethics
Functions as inspector figure






















// Administrators and dietitians disagree as to appropriate 
function. (p value <_ .05)
Administrators and dietitians disagree as to "reality" of 
functions performed in the facility. (p value .05)
Discrepancy/Consistency
* Concensus reached for both Administrators and Dietitians 
that function is in "reality" performed less often than 
it "ideally" should be.
Dietitians only indicated function being in "reality" per­
formed less often than it "ideally" should be.
Dietitians only indicated functions not appropriate but 
presently being performed.
100% consistency in both
100% consistency in administrator’s group.













consultant dietitian was actually attending the. meetings. The primary
deterrents cited by the consultant dietitians for this inventory item were 
Ml) time, and 2) administrative policies".the following: It may be that
the administrator did not object to having the consultant dietitian in the
utilization review meetings but did not feel consultation time to be
cost justified at the dietitian's salary level.
The four areas of statistically'significant difference between
consultant dietitians’ and administrators’ view of "reality", as shown in
Table VII, may indicate a need for better communication. While this
study did not pair specific dietitians and administrators, the use of ran­
dom sample would be expected to provide a similarity of response in state­
ment of reality. It may be that in some cases the administrator is not
fully aware of the functions being performed by the consultant dietitian
in the facility.
Neither the administrators (56%) nor the dietitians (62%) indi­
cated a strong interest in having the dietitian in attendance at department
The California Dietetic Association's Guidelines for thehead meetings.
Consultant Dietetian, published in 1970, has stated "attends department
head meetings" as appropriate to the role of the consultant. This function
may need to be carefully considered by both administrators and dietitians.
The question needing further study is: Who is representing the dietary
department in department head meetings?
Data indicated that in "reality" a higher percentage of dietitians
At theviewed themselves as inspector figures than did administrators.
same time the dietitian indicated more strongly that it was the dietitian’s
role to build rapport.
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TABLE VII SUMMARY OF CATEGORIES
DIS AG RE EMENT/ACREEMENT
Administrators and dietitians disagree as to appropriate function, 
(p value .05)
1) Has direct contact with physician
2) Evaluates food service supervisor
3) Attends utilization review meetings
4) Builds interdepartment rapport
5) Review job descriptions
Administrators and dietitians disagree as to "reality" of func­
tions performed in the facility. (p value <_ ,05)
1) Attends utilization review meetings
2) Builds interdepartment rapport
3) Functions as inspector figure
4) Provides menus
DISCREPANCY/CONSISTENCY
Concensus reached for both groups that function is in "reality" 
performed less often than it "ideally" should be,
1) Has direct'contact with physician
2) Attends department head meetings
3) Attends utilization review meetings
Dietitians only indicated function being in "reality'' performed 
less often than it "ideally" should be.
1) Recommends work schedules
2) Reviews job descriptions
Dietitians only indicated functions not appropriate but presently 
being performed.
1) Functions as inspector figure
2) Directly responsible for kitchen
100% consistency in both administrators' and dietitians' groups. 
1) Exercises professional ethics
100% consistency in administrators' group.
I) Keeps up-to-date in the practice of dietetics
100% consistency in dietitians' group.
1) Has direct contact with patients





Primary inventory items affected by deterrents. 
Has direct contact with physician 
Attends department head meetings 







Data from administrators indicated that the consultant dietitian
should function in developing policies and procedures. The affirmative
response was less for recommending work schedules and reviewing job de­
scriptions, and it was not clear whom the administrator felt should be
responsible for these activities.
The states of New York and California represent sampling from
the East and West coasts and provide data for comparison of the two
geographical areas. Three inventory items showed some differences
between the geographical groups, these were: 1) Data from New York
administrators and New York dietitians indicated statistically significant
discrepancies in "reality" more often than those of California; 2) Data
indicated agreement more often between administrators and dietitians in
the state of New York in the categories of patient care and dietitian
involvement while data from administrators and dietitians in California
showed agreement more often in the categories of services and dietitian
involvement; 3) Data from the New York administrators indicated only four
statistically significant discrepancies between "expectations" and "re­
ality" while California administrators indicated twelve. Data from
Tables II and III indicated that New York administrators assessed di­
etitians as functioning at a higher level than did the California admin-
This may have resulted in the difference in number of dis-istrators.
crepancies between the two states.
It was expected that those administrators willing to respond
Administrators whowould have an interest in the dietary department.
are apathetic to the dietary department would be less likely to respond.
This creates a natural and unavoidable bias which should be considered
when interpreting data. The per cent of administrators responding from
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California (55%) was very similar to the per cent responding from New
York (57%)* However, dietitians responding from California (51.5%)
showed a lower percentage than those responding from Nex^ York (67%).
Fewer administrators of facilities over 100 beds (57%) responded than ad­
ministrators of facilities under 100 beds (67%).
Through the limitations of the questionnaire design, respondents 
were unable to indicate a specific minimum time to be spent in the facil­
ity above 8hr./mo. The majority of respondents indicated that the minimum
time should be more than 8hr./mo. Future research could obtain more
specific information by providing additional alternatives such as 12hr./mo.,
16hr./mo., 20hr./mo.
This research surveyed California and New York, obtaining data from
the West and East coasts geographically. Future research is recommended
to provide data to clarify differences.which exist between facilities lo­
cated in urban and rural areas. It is also recommended that additional
research be done to measure similar criteria from paired respondents
rather than the non-paired method used in this study. This research rep­
resents data from a limited sample and generalisations can not be made
applicable to all situations. This study is an initial effort to iden­
tify; a) the level of disagreement/agreement (role consensus) between
skilled nursing facility administrators and consultant dietitians on the
activities, responsibilities, and qualities which compose the ideal role
(role expectations) of the consultant dietitian; b) the extent to which
administrators and consultant dietitians perceive discrepancies/consis­
tencies between ideal (role expectations) and actual (reality) perform­
ance of the dietitian at present; and c) the common deterrents, which
25
consultant dietitians perceive as the basis for the dichotomy between 
ideal (role expectations) and actual (reality) role performance.
CONCLUSIONS
The one most significant inventory item of both disagreement and 
discrepancy was "attends utilization review meetings", 
most frequently indicated were "time" and "administrative policies".
The deterrents
Both groups indicated low affirmative response for the dietitian’s
This applied to both "expecta-attendance in department head meetings.
tions" and "reality".
Administrators generally indicated lower levels of consensus as
to functions appropriate to the role of the consultant dietitian, which
may be expected whenever one group evaluates another’s role. However,
administrator’s affirmative responses to the role inventory item would in­
dicate their acceptance of the consultant dietitian as a full and equal
member of the health care team.
SUMMARY
A thirty-three-item questionnaire was mailed to consultant di­
etitians and to skilled nursing facility administrators in the states of
California and New York; 83 and 128 responses "respectively" were received.
The compiled results of the questionnaires were used as a basis for de­
termining: (a) the level of disagreement/agreement (role consensus) be­
tween skilled nursing facility administrators and consultant dietitians
on the activities, responsibilities, and qualities which compose the ideal
role (role expectations) of the consultant dietitian; (b) the extent to
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which administrators and consultant dietitians perceive discrepancies/
consistencies between ideal‘(role expectations) and actual (reality)
performance of the dietitian at present; and (c) the common deterrents,
which consultant dietitians perceive as the basis for the dichotomy be­
tween ideal (role expectations) and actual (reality) role performance.
The level of disagreement between the two groups of professionals
sampled was statistically significant (p value £ .05) for the following
"a) has direct contact with physician, b) evaluatesinventory items:
and advises food service, c) attends utilization review meetings, d)
builds interdepartmental rapport, and e) confers with architects for
building or remodeling". Data indicated consensus of 100% consistency
by all respondents for one inventory item, "exercises professional
Administrators indicated 100% consistency for "keeps up-to-dateethics".
in the practice of dietetics" while dietitians indicated 100% consistency
for a) "has direct contact with patients" and b) enters findings in
medical charts".
'Time" was the primary deterrent while "administrative policies"
The inventory items most often checked as havingwas frequently cited.
"a) has direct contact with the physician, b) attendsdeterrents were:
utilization review meetings, and c) recommends work schedules".
Findings indicated agreement, greater than 97%, by administrators
and dietitians that dietitian’s recommendations were usually implemented.
Responses of administrators also indicated that salary paid the dietitian
was proportionate with services received (86%).
Administrators and dietitians, with the exception of California
dietitians, responded that more than 8 hr./mo. should be spent in the
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facility.
When the total responses of the administrators and dietitians
as total groups were calculated, the data indicated that the requirement 
for employing a full time food service supervisor would increase the 
dietitian's responsibilities.
The data from this research seems to indicate to the researcher
that administrators in skilled nursing facilities, consultant dietitians.
and educators for both professional activities need to examine, discuss
and ultimately establish consensus on the duties and responsibilities
of the consultant dietitian.
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APPENDIX A
ITEMIZATION OF RESPONSES FROM ADMINISTRATORS AND CONSULTANT DIETITIANS
TABLE VIII Total Respondents
TABLE IX California Respondents
TABLE X New York Respondents
TABLE VIII ITEMIZATION OF RESPONSES FROM ADMINISTRATORS AND CONSULTANT DIETITIANS
Cal. & N.Y. Administrators Cal. & N.Y. Dietitians













Has direct contact with: 
Physician 
Patients
Staff of other dept.
Enters findings in med. chart 
Evaluates food service 
Identifies nutritional needs 
Counsels patient 
Dietitian Involvement 
Attends dept, head meetings 
Attends utilization review 
Confers with admin, each visit 
Builds interdepartment rapport 
Exercises professional ethics 
Functions as inspector figure 
Keeps up-to-date 
Familiar with regulations 
Services
Plan to meet particular needs 
Readily available to facility 
Provides menus
Provides in-service for dietary 
Provides in-service for nursing 
Observe service of one meal 
Rec. work schedules 
Reviews job descriptions 
Confers with architects 
Develops policies 
Develops procedures 




































































































































































Figures represent per cent of respondents indicating affirmative response.
TABLE IX ITEMIZATION OF RESPONSES FROM ADMINISTRATORS AND CONSULTANT DIETITIANS
California Administrators California Dietitians











Yes NoNo No No
Patient Care
Has direct contact with: 
Physician 
Patients
Staff of other dept.
Enters findings in med. chart 
Evaluates food service 
Identifies nutritional needs 
Counsels patient 
Dietitian Involvement 
Attends dept, head meetings 
Attends utilization review 
Confers with admin, each visit 
Builds interdepartment rapport 
Exercises professional ethics 
Functions as inspector figure 
Keeps up-to-date 
Familiar with regulations 
Services
Plan to meet particular needs 
Readily available to facility 
Provides menus
Provides in-service for dietary 
Provides in-service for nursing 
Observe service of one meal 
Recommends work schedules 
Reviews job descriptions 
Confers with architects 
Develops policies 
Develops procedures 

































































































































































roFigures represent per cent of respondents indicating affirmative response.
TABLE X ITEMIZATION OF RESPONSES FROM ADMINISTRATORS AND CONSULTANT DIETITIANS
New York Admi.nistrators New York Dietitians













Has direct contact with: 
Physician 
Patients
Staff of other dept.
Enters findings in med. chart 
Evaluates food service 
Identifies nutritional needs 
Counsels patient 
Dietitian Involvement 
Attends dept, head meetings 
Attends utilization review 
Confers with admin, each visit 
Builds interdepartment rapport 
Exercises professional ethics 
Functions as inspector figure 
Keeps up-to-date 
Familiar with regulations 
Services
Plan to meet particular needs 
Readily available to facility 
Provides menus
Provides in-service for dietary 
Provides in-service for nursing 
Observe service of one meal 
Recommends work schedules 
Reviews job descriptions 
Confers with architects 
Develops policies 
Develops procedures 









































































































































4.6 4.6 13.0 19.0
1.5 1.5 6.82.1




























LJFigures represent per cent of respondents indicating affirmative response. u>
APPENDIX B
EXHIBIT B Questionnaire to Skilled Nursing Facility Administrators
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Role of the Co ns ij Iting Die t it inn
Is the dietitian 
functioning in these 
activities in your 
facility?
Do you feel the con- 
■ sultant dietitian 
should function in 
these activities?
If you wish to receive a summary 
of the findings of this report, 
please complete the enclosed 
postcard.
Please circle the appropriate answer:
I. PATIENT CARE
Has direct contact with the: 
Physician 
Patients
Staff of other departments
Enters findings in medical charts
Evaluates and advises food service 
manager on patient care
Identifies the nutritional needs • 
of the patients and makes 
necessary recommendations














Attends regular department head 
meetings
Attends utilization review meetings
Confers with the administrator on 
every visit to the facility by 
interview or written report
Builds interdepartmental rapport
Exercises professional and business 
ethics
Reports to nursing service rather 
than to administration
Functions as an inspector figure
Keeps up-to-date in the practice 
of dietetics
Is familiar with federal, state, 












Yes NoNoYesPlans consulting service to meet 




Diet, is functioningDiet, should func­
tion in activities
Is readily available to facility 
if problems or questions arise
Provides menus for normal and 
therapeutic diets
Provides in-service education for: 
Dietary personnel 
Nursing personnel
Observes the service of one meal 
during each visit to facility
Makes recommendations on work 
schedules and the number of 
employees required for effective 
management
Revievrs job descriptions
Confers with the architects and 
equipment purveyors in planning 
for building or remodeling of 
food service units
Develops policies for dietary service
Develops procedures for dietary 
service
Is directly responsible for kitchen 
activities and day-to-day 
decisions
Demonstrates ability to listen to con­
cerns, problems, recommendations
















Recommendations of the dietitian 
usually implemented
Feels that the salary paid the 
dietitian is proportionate with 
services received








With the incoming requirements for 
trained food service managers, do 
you see the responsibilities of 
the dietitian: (circle one)
COMMENTS:
APPENDIX C
EXHIBIT C Questionn<aire to Consultant Dietitians
Role of the Consulting Dietitian
If you are unable to perform the function 
please check the appropriate deterrent.
Are you able to 
function in this 
capacity?
Do you feel the con­
sultant dietitian 
should function in 
these activities?
If you wish to receive a 
sunmary of the findings 
of this report, please 













bOrjPlease circle the appropriate answer: cacin
o c •c c. 
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I. PATIENT CARE
Has direct contact with the: 
Physician 
Patients
Staff of other departments
Enters findings in medical charts
Evaluates and advises food service 
manager on patient care
Identifies the nutritional needs of 
the patients and makes necessary 
recommendations








&5-2-22 NoNo &5-2- o.22 NoNo 6r52- %2 .2 I1
NoYesNoYes 6-c.2-212i
NoYesNoYes 6-5%2-22 11
NoYesYes No 6-52- 3-22 11
NoYesNoYes 6-5-2- %2121
II. DIETITIAN INVOLVEMENT
Attends regular department head 
meetings
Attends utilization review meetings
Confers with the administrator on 
every visit to the facility by 





NoYesNoYes 6-32- 32121 u>
00
Do you feel the con­
sultant dietitian 
should function in 
these activities?
Are you able to 
function in this 
capacity?
If you are unable to perform the function 
please check the appropriate deterrent.
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Exercises professional and 
business ethics .
Reports to nursing service rather 
than to administration
Functions as an inspector figure
Keeps up-to-date in the practice 
of dietetics
Is familiar with federal, state, 
county and city licensing 
regulations
NoNo YesYes &52 2- 3-1-21 1
NoYesNoYes &2- 52 321 1
2^oYesNoYes 2- % y2 11
NoYesYes No &4- 332-2 1-2 11
NoYesNoYes 332- 3-2-3^21
II. SERVICES
Plans consulting service to meet 
the particular needs of the 
facility
Is readily available to facility 
if problems or questions arise
Provides menus for normal and 
therapeutic diets
Provides in-service education for: 
Dietary personnel 
Nursing personnel
Observes the service of one meal 
during each visit to facility
Makes recommendations on work 
schedules and the number of 
employees required for 
effective management












If you are unable to perform the function 
please check the appropriate deterrent.
Are you able to 
function in this 
capacity?
Co you feel the con­
sultant dietitian 
should function in 
these activities? r-l OO coo
AjA
ClPli <5O CO T3
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NoYesNoYesReviews job descriptions
Confers with the architects and 
equipment purveyors in planning 
for building or remodeling of 
food service units
Develops policies for dietary service
Develops procedures for dietary 
service
Is directly responsible for kitchen 
activities and day-to-day 
decisions
Demonstrates ability to listen to con­
cerns, problems, recommendations
&A- 52-2 1-121
NoYesNoYes &2- %1 221
NoYesNoYes 65-?- y2121 £
NoYesNoYes &54-2-2 1-I21 m
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IV. MISCELLANEOUS
Recommendations of the dietitian 
usually implemented





^more than 8hr/mo 
^decreasing, 2increasingWith the incoming requirements for 
trained food service managers, do 
you see the responsibilities 
of the dietitian: (circle one)
OVERALL COMMENTS:
o
